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	[bookmark: _Toc389473274][bookmark: _Toc131168340]Purpose



[bookmark: _Hlk131164158]The purpose of this clinical procedure is to provide direction on the clinical care and potential patient safety risks associated with urological procedures. Procedures include nephrectomy, percutaneous nephrolithotomy, bladder outlet surgeries and bladder irrigation. Bladder outlet surgeries include Transurethral Resection of Prostate (TURP), Thulium Laser Enucleation of Prostate (ThuLEP), Bladder Neck Incision (BNI) and Urolift. This procedure also provides direction on the management of patients admitted with a continent urinary reservoir, also known as a neobladder.

Back to Table of Contents
	[bookmark: _Toc131168341]Alerts



The Surgical Safety Checklist should be completed as a requirement under the National Safety and Quality Health Services Standards. Refer to the Surgical Safety Checklist Procedure available on the Policy and Guidance documents register.

Back to Table of Contents
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[bookmark: _Hlk127456545]This document applies to the following staff working within their scope of practice across the Canberra Health Services (CHS) Network. The CHS Network includes the inpatient facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital, and University of Canberra and community-based services.

medical officers 
nurses and midwives 
allied health practitioners
students under direct supervision. 

New staff and students should be supervised by a competent practitioner. Clinicians providing assessment and education for clinical procedures must have current theoretical and clinical knowledge in urological management.  

This document applies to all adult patients undergoing the following urological procedures: 
nephrectomy
percutaneous nephrolithotomy
bladder outlet surgery (TURP/ThuLEP/BNI/Urolift)
bladder irrigation.
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	[bookmark: _Toc131168343]Section 1 – Bladder Outlet Surgeries (TURP/ThuLEP/Urolift/ BNI)



Bladder outlet surgery (TURP/ThuLEP/Urolift/BNI) is performed to reduce obstruction to urinary flow at the bladder neck. This may be done to help with voiding symptoms or occasionally to control prostatic bleeding or diagnose prostate pathology.

A Transurethral Resection of Prostate (TURP)/ Thulium laser enucleation of prostate (ThuLEP) is a surgical procedure performed via urethra to debulk prostatic adenoma and relieve obstruction. A transurethral resection removes only enlarged prostatic tissue such as Benign Prostatic Hypertrophy (BPH). Peripheral zone prostatic tissue and the prostate capsule are left intact. TURP utilizes diathermy whereas ThuLEP utilizes a Thulium laser.

The patient usually attends preadmission clinic (PAC) before being admitted on the day of surgery. Investigations attended in the PAC are as follows:
baseline observations, including usual systolic BP
height, weight and urinalysis
blood collection – Urea, Electrolytes and Creatinine (UEC), Full Blood Count (FBC), coagulation tests (COAGs), cross–match (2-4 units), Liver Function Tests (LFT)
electrocardiograph (ECG), chest X-ray
additional bloods collected, computerised tomography (CT), magnetic resonance imaging (MRI) and/or bone scan to determine probability of metastasis to the body and the skeleton
micro culture & sensitivity of urine (MSU) one week prior to surgery 
[bookmark: _Hlk131164287]anaesthetist review including medications patient currently taking e.g., chemotherapy and anticoagulation withhold prior to surgery date.

PAC staff are to ensure that the patient is informed and educated in relation to fasting guidelines as per the Fasting Guidelines for Patients Requiring Sedation or Anaesthesia (available on the Policy and Guidance Documents Register) or specific medical orders.

Alert:
[bookmark: _Hlk131164247]Patients on anticoagulation therapy require further medical investigation, advice and support, and nursing observation. Patients on chemotherapy to be alerted as cytotoxic for all staff in contact.

[bookmark: _Toc131168344]1.1 Admission 
Admit the patient as per the Admission to Discharge – (adults and children) Procedure (available on the Policy and Guidance Documents Register).
Patient identification and allergy band should be checked against clinical notes/ stickers as per the Patient Identification and Procedure Matching Procedure (available on the Policy and Guidance Documents Register).
Ensure consent is completed and documented as per the Informed Consent Policy (available on the Policy and Guidance Documents Register).
Ensure urinary tract infection (UTI) therapy has been completed prior to surgery as per preoperative bacteriuria screening.
Document care provided including nil by mouth (NBM), patient’s usual medications and medication taken prior to surgery in the patient’s clinical record.

[bookmark: _Toc131168345]1.2 Preoperative Care
Attend to all documentation including the Pre-operative Checklist on the patient’s clinical record.
Measure and fit knee length anti-embolic stockings if not already in situ and ensure documentation on the Medication Chart. 
Ensure the patient has an early morning shower and is dressed in a theatre gown with no underwear on.
Usual medications are given as per the Urology team prescribing order. 

[bookmark: _Toc131168346]1.3 Post-Operative Care
[bookmark: _Hlk108776026]Receive handover from Post Anaesthesia Care Unit (PACU) staff and assess the patient as per the Post-Operative Handover and Observations – Adult Patients (First 24 Hours) Procedure (available on the Policy and Guidance Documents Register).
Don PPE and attend hand hygiene using alcohol-based hand rub as per the Infection Prevention and Control Procedure (available on the Policy and Guidance Documents Register).
Patient identification and allergy band are checked against clinical notes/ stickers as per the Patient Identification and Procedure Matching Procedure.
Review post-operative vital signs, fluid balance chart (on the patient’s clinical record) and any devices attached to the patient.
Ensure that continuous bladder irrigation (CBI – see Section 2 of this document for detail) and indwelling urethral catheter (IDC) are patent – only 0.9% Sodium Chloride 2000mL solution is to be used as irrigate for CBI.
Ensure the Bladder Irrigation Chart is maintained. Balances are to be recorded on the fluid balance chart.
The IDC is to be anchored with a StatLock stabilisation device (see Attachment A) unless the surgeon specifically documents a request for a StatLock to not be used.
If traction is required, ensure traction is maintained on the IDC to provide maximum pressure on the prostatic bed to help control bleeding and risk of bladder neck damage. 
Check post-operative orders regarding the use of traction and the length of time traction is to be applied, usually only for the first 24 hours.
If clotting occurs, nursing staff should initiate manual irrigation using aseptic technique.
Medications to be given as ordered (e.g., antibiotics, antihypertensives).
Perform and document a full set of Vital signs and Modified Early Warning Score (MEWS) as per the Post-Operative Handover and Observations – Adult Patients (First 24 Hours) Procedure.
Continue patient education and encourage deep breathing and leg exercises.
Ensure 2/24 pressure area care, skin integrity checks and repositioning of the affected side is performed.

Post-operative Day 1 Nursing Care
Attend to general observations four hourly, or more frequently as required as per Vital Signs and Early Warning Scores Procedure (available on the Policy and Guidance Documents Register).
The patient is to be reviewed by a medical officer and documented care orders.
The medical officer will cease CBI depending on the consistency and type of urine output.
A general post-operative diet is to be followed.
Cease Intravenous (IV) fluids if oral intake is adequate (as per medical officer order)
Continue oral analgesia as required.
The patient may shower if stable or be assisted with a sponge. 
Encourage the patient to sit out of bed for a few hours.
Continue discharge planning – contact the Discharge Liaison Nurse if appropriate.
Continue patient education.
Commence ambulation and VTE (venous thromboembolism) Prophylaxis, and ensure anti-embolic stockings are in situ.
Continue deep breathing and coughing, and leg exercises.
Attend to blood specimens/collection – FBC and UEC’s as ordered by the medical officer.
Request the medical officer commence the discharge summary document in preparation for discharge.

Post-operative Day 2 Nursing Care
Continue four hourly observations.
CBI is to be ceased if not done on day one (as per medical officer order).
Continue hourly urine output and report any concerns to medical officer/team leader once CBI ceased.
IDC is to be removed at 2400 or 0600 hours, or as otherwise ordered by the medical officer.
Trial of void (TOV) –when patient voids document the amount, consistency, pain, colour and attend bladder scan post void. Document this clearly on the fluid balance chart.
Attend three consecutive bladder scans post void. A medical office should review after this.
The patient is to attend to self-care.
Complete patient education prior to discharge and provide written instructions.
Ensure the patient has received adequate education and is self-caring with their leg bag should discharge occur with IDC in situ. Provide the patient with the consumer handout Caring for your urinary catheter (available on the Policy and Guidance Documents Register).

[bookmark: _Toc131168347]1.4 Discharge
Advise the patient to organize their own follow-up appointment with the Visiting Medical Officer (VMO) if seeing a urologist privately.
Follow up in the Outpatient Department clinic is usually in 12 weeks, with the Advanced Practice Nurse clinic unless otherwise specified. 
Discharge with analgesia if deemed necessary by the medical officer.
Educate the patient regarding the VMO’s post-operative instructions – no driving, heavy lifting or sexual intercourse, etc., until reviewed at their follow-up appointment.
Contact the Discharge Liaison Nurse for community nursing referral required if the patient fails Trial of Void.
If discharged with IDC provide extra leg bags and overnight bags. 

Back to Table of Contents 
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Continuous Bladder Irrigation (CBI) is the continuous flushing and draining of the bladder designed to prevent the formation and retention of blood clots following transurethral resection of the prostate or where blood clot retention of the bladder occurs.

CBI must be prescribed by a medical officer. A silicone three-way IDC (22Fr or 24Fr) must be inserted prior to the commencement of CBI.

Bladder irrigation is used to:
remove any residual urine and/or bladder sediment to ensure IDC patency
remove blood clots that may develop post bladder, kidney or prostate surgery
ensure debris removal from an infected or diseased bladder
introduce medicated irrigation to soothe an irritated bladder, to promote healing and/or to treat disease.

Alert: 
For patients receiving Epirubicin, clinical handovers must reflect when chemotherapy has been administered and that cytotoxic precautions will be required for seven days post administration. Where cytotoxic precautions are actioned, don a non-permeable gown, and gloves. Dispose of urinary catheter bags with urinary output directly into the cytotoxic bin. Please refer to the Chemotherapy Care of the Adult Patient (eviQ) Procedure (available on the Policy and Guidance Documents Register).

Note:
Ensure that the irrigation is not running too fast or too slow. The irrigation rate is dependent on the urine colour/opacity. Refer to medical orders for any contraindications.
All patients with an IDC in situ are required to have information added to their clinical record as prompted. If the input and output balance is negative notify the CNC/Team Leader and medical officer to review the patient immediately.
In the event of a genitourinary tract infection which causes a blood stream infection, the Infection Prevention and Control Unit will collate and present data for reporting purposes.

[bookmark: _Toc131168349]2.1 Equipment 
Dressing trolley
Alcohol based hand rub
Sterile dish x two
Jugs/buckets x two
50mL Bladder Syringes x two
Gloves: two pairs x sterile, one box clean gloves
500mL bottle of 0.9% Sodium Chloride (at room temperature)
Procedure under-pads (small and large) e.g., Smart Barrier Touch Dry absorbent pad
Safety goggles or shield and gown
Detergent wipes
Portable, adjustable IV pole
Cytotoxic Spill Kit where Epirubicin or where patient is receiving cytotoxic treatment
Cytotoxic bin where cytotoxic precautions are required
General and clinical waste receptacles
CBI: Plain stickers to label consecutive irrigation bags
Foleys StatLock Device 
2000mL 0.9% Sodium Chloride irrigation fluid bags x four or five bags (at room temperature)
Y-type CBI tubing (closed system where available)
Three-way IDC
Urinary drainage bag.

[bookmark: _Toc131168350]2.2 Initial Commencement of CBI Procedure 
1. Check patient’s clinical record for medical orders and explain the procedure to the patient.
2. Patient identification and allergy band are checked against clinical notes/ stickers as per the Patient Identification and Procedure Matching Procedure (available on the Policy and Guidance Documents Register).
3. Obtain consent as per the Informed Consent Policy (available on the Policy and Guidance Documents Register) and maintain the patient’s privacy throughout the procedure.
4. Don PPE and perform hand hygiene using alcohol-based hand rub. 
5. Place the patient in a comfortable position, preferably supine.
6. Place under-pads beneath the patient and across their thighs in case of fluid leaks whilst connecting to the irrigation fluid.
7. If commencing bladder irrigation for the first time, hang two 2000 mL bags of 0.9% Sodium Chloride Irrigation Solution on the IV pole (bags should be labelled; e.g. Bag 1, Bag 2)
8. Hang irrigating fluid bags on a portable IV pole, 60cm above the level of the bladder.
9. Prime irrigation tubing with 0.9% Sodium Chloride and connect to inflow lumen of urinary catheter. Start irrigation at specified flow rate (check CBI order). One bag is run at a time with the second bag clamped off until it is time to swap the bags over.
10. Titrate flow rate according to the level of haematuria/particulates in irrigation output fluid, aiming for a light pink to clear fluid colour.
11. Commence a CBI chart. These must be completed for all patients with CBI orders. The CBI chart records the amount of irrigation going in (input) and the amount returned in the catheter bag (output). This will include blood and urine output calculated as a progressive total. The CBI chart also records a description of the output including colour and/or the presence of clots or particulates.
12. Prior to commencing next irrigation fluid bag, completely empty the current IV irrigation fluid bag into the urinary drainage bag. Calculate and record the difference of the fluid administered to the output of the patient.
13. Avoid resting urinary drainage bags on the floor at all times.

2.3 Maintenance CBI Procedure
1. Run one bag at a time with the second bag clamped off until it is time to swap the bags over. Two bags of 0.9% Sodium Chloride both unclamped at different heights can be used to prevent a blockage of the catheter by clots if delays in replacing an empty bag occur, particularly at night.
2. Be cautious not to let the irrigation bag empty completely as this can cause the catheter to block and clot retention to occur. 
3. The output may be heavily blood stained and/or contain clots. If these clots block the catheter or stop the flow of irrigation, advise the team leader and contact the Urology/Surgical medical officer immediately, as a manual irrigation or surgical intervention maybe required If the irrigation is still flowing freely but heavily blood stained you can adjust the rate of flow on the irrigation tubing using the roller clamp. If the flow is clear you can decrease the rate according to CBI order
4. Complete four hourly general observations and monitor the patient for signs of sepsis.
5. Regular and frequent perineal toilets must be attended whilst the IDC is in situ. Refer to the Urinary Catheter Insertion and Management for Adults, Children and Infants Procedure (available on the Policy and Guidance Documents Register).
6. Patients need to be escorted by a clinician for any procedure or investigation while on CBI. Refer to the Patient Escort and Transport Within Canberra Hospital Campus Procedure (available on the Policy and Guidance Documents Register). 

[bookmark: _Toc440886568][bookmark: _Toc131168351]2.4 Manual Bladder Irrigation Procedure
1) Check the patient’s clinical record for any medical orders and explain procedure.
2) Clean the trolley with detergent wipes and gather required equipment
3) Obtained consent as per the Informed Consent Policy and maintain the patient’s privacy throughout the procedure.
4) Follow an Aseptic Non Touch Technique
5) Don PPE and perform hand hygiene using alcohol-based hand rub. 
6) Patient identification and allergy band are checked against clinical notes/ stickers as per the Patient Identification and Procedure Matching Procedure.
7) Place the patient in a comfortable position, preferably supine.
8) Consider providing analgesia prior to washout.
9) Place under-pads beneath patient and across patient’s thighs to prevent fluid leak whilst connecting to the irrigation fluid.
10) Prepare a sterile dish with approximately 200mL 0.9% Sodium Chloride or open a 500mL bottle of 0.9% Sodium Chloride.
11) Open syringe and turn off the irrigation.
12) Place a jug ready at the bedside and disconnect tubing from the StatLock device if present.
13) Using aseptic technique, detach the drainage bag from the IDC, attach the syringe filled with 0.9% Sodium Chloride and flush the bladder.
14) Apply suction to the IDC with the syringe to clear any clots from the IDC.
15) Disconnect the syringe, dispose of any fluid in the syringe and fill with a further 40mL of 0.9% Sodium Chloride. Reconnect to the IDC and flush the bladder.
16) Twist/manipulate the catheter throughout washout.
17) Use a minimum of 1L of sterile saline to washout following the last clot passed.
18) Where a closed system is in use:
do not disconnect the IDC to manually irrigate
clamp the tubing below the bulb and firmly squeeze the bulb to commence manual irrigation.
19) Repeat the process until clear urine is flowing at a steady rate.
20) If there is no urine backflow after manually irrigating the IDC, contact the medical officer.
21) Reconnect the IDC to the drainage bag and reset the irrigation fluid.
22) Secure tubing with an appropriately placed StatLock device (see Attachment A) to prevent movement and urethral traction unless contraindicated.
23) Regular and frequent perineal toilets must be attended whilst IDC is in situ. 
24) Discard equipment to appropriate bins and clean the trolley.
25) Leave the patient comfortable with a call bell within reach. 

2.5 Clot retention prevention/Assessing a blocked catheter
Many patients describe discomfort or a feeling of pressure during CBI. Patient’s pain levels must be monitored and treated. If they are experiencing increasing pain levels they may be experiencing clot retention and you should advise the Team leader and contact the medical team immediately. Assess the following:

1. Pain or any of the following
a. severe lower abdominal discomfort unrelieved by analgesia
b. the feeling of a need to defecate
c. leakage of urine/blood around the catheter
d. Bladder distension accompanied by catheter tubing filled with blood clot and interruption of irrigation drainage

2. Check the drainage bag for:
a. Amount – is it draining?
b. Colour – light pink or clear is acceptable
c. Consistency – are there lots of particulates/clots?
d. Position – must be below level of bladder

3. Check irrigation:
a. Is it empty?
b. The IV pole must not be too elevated as this causes excessive gravitational pressure and can worsen bleeding
c. Level of fluid in drip chamber – ensure no air bubbles are entering irrigation tubing
d. Ensure the drip rate from the drip chamber and drainage into the catheter bag are equal

4. Assess the catheter and the tubing for:
a. Patency
b. Kinking
c. Traction
d. Leakage
e. Where the blockage appears to be minimal, milking the catheter tubing is recommended with observation of the drainage fluid for colour and consistency
f. Consider the size of IDC; it may be too narrow a gauge; it should be >20Fr

5. Assess the CBI chart for signs of fluid retention - an inconsistency of input versus output on the CBI chart could indicate retention

6. Assess the patient clinically for signs of retention:
a. Percuss and/or palpate patient’s bladder; do not rely on a bladder scanner
b. Ascertain the patient’s degree of discomfort by:
o Asking the patient to rate the discomfort on a 1 – 10 scale
o Compare it with the previous rating
o Remember during assessment, take into account that spinal anaesthesia can affect the degree of pain in the post-operative patient

7. Consider if there was a previous history of catheter blockage e.g. during the post-operative period

8. If symptoms resolve, adjust flow rate to ensure continuous irrigation and continue to monitor output and patient symptoms

9. If symptoms do not resolve, contact Surgical/Urology medical team as clot evacuation in theatre may be necessary.


[bookmark: _Toc131168352]2.6 Documentation
The following should be documented in the patient’s clinical record: 
the patient’s response to the procedure
the urine input and output (on the bladder irrigation chart)
the amount, size and frequency of irrigated clots/colour of return
if any complications occurred during or after the procedure
four hourly general observations whilst the IDC is in situ
any signs of sepsis or suprapubic distention or discomfort that indicates fluid retention
adjustments to the patient’s accountability and care plan.

Back to Table of Contents 
	[bookmark: _Toc131168353]Section 3 – Pre- and Post-Operative Management of patients undergoing a Nephrectomy 



Nephrectomies are performed to treat kidney cancer or to remove a non-cancerous (benign) tumour. A nephrectomy may also be performed to treat an abnormal or seriously damaged kidney. In the case of a donor nephrectomy, the surgeon removes a healthy kidney from a person donating a kidney to be transplanted into a person who needs a healthy kidney. Nephrectomy can be a laparoscopic or open procedure. 

[bookmark: _Toc131168354][bookmark: _Toc389473280]3.1 Preadmission
The patient usually attends a PAC and is admitted on the day of surgery. Investigations attended in the PAC are as follows: 
blood collection – UEC, FBC, COAGs, cross-match (2-4 units), LFTs, serum ferritin assessment
ECG and chest X-ray.  
additional tests such as CT, MRI and/or bone scan are to be done if needed to determine probability of metastasis to the body and the skeleton.

The patient should be instructed to maintain clear fluids until midnight and fasting from midnight onwards on the day before the surgery, as per the Fasting Guidelines for Patients Requiring Sedation or Analgesia Guideline (available on the Policy and Guidance Documents Register).

[bookmark: _Toc131168355]3.2 Admission
Check the consent form has been completed.
Patient identification and allergy band should be checked against clinical notes/ stickers as per the Patient Identification and Procedure Matching Procedure (available on the Policy and Guidance Documents Register).
Admit the patient as per the Admission to Discharge Procedure (adults and children) (available on the Policy and Guidance Documents Register).
Obtain baseline observations including height, weight and urinalysis.
Bowel preparation should be completed if ordered. 
Document care provided including nil by mouth (NBM) prior to surgery in the patient’s clinical record.

[bookmark: _Toc131168356]3.3 Preoperative Care
[bookmark: _Hlk108779515]Attend to all documentation including the Pre-operative Checklist on the patient’s clinical record.
Reconfirm consent prior to surgery.
Measure and fit knee length anti-embolic stockings and ensure documentation on the Medication Chart.
Ensure the patient has an early morning shower and is dressed in a theatre gown with no underwear.
Usual medications are given as per the Urology team prescribed orders.  

[bookmark: _Toc131168357]3.4 Postoperative Care 
[bookmark: _Hlk108779417]Receive handover from PACU staff and assess the patient as per the Post-Operative Handover and Observations – Adult Patients (First 24 Hours) Procedure (available on the Policy and Guidance Documents Register). 
Don PPE and perform hand hygiene using alcohol-based hand rub. 
Patient identification and allergy band should be checked against clinical notes/ stickers.
Review the patient’s post-operative vital signs, fluid balance chart and any devices attached to the patient.
Any pain management devices including Patient Controlled Analgesia (PCA), Epidurals, Pain Busters, Continuous Opioid infusions, regional local anaesthetic infusions and single shot analgesia technique should be monitored at all times, as per the Acute Pain Services – Adult and Paediatric Procedure (available on the Policy and Guidance Documents register).
Confirm oxygen flow rate as ordered.
Clarify the operative procedure performed.
The IDC must be anchored with a StatLock device unless the surgeon specifically requests a StatLock not be used (this request to be documented by the medical officer). 
Observe the wound dressing for ooze or blood loss. Note colour, amount and odour (if any). Do not remove the theatre dressing unless there is an order to do so.
Position the patient in accordance with post-operative instructions.

Alert: 
If the patient had an epidural or spinal anaesthetic, their respiration rate is 12 or less breaths per minute and/or they complain of a headache within the first 24 hours post operation, escalate to the anaesthetist or anaesthetic registrar immediately. Call a MET (dial 2222) if the patient meets MET criteria.

[bookmark: _Toc131168358]3.5 Ward management
The patient remains NBM until reviewed by the medical team. The patient may progress to Free Fluids to Light Diet if they have passed flatus or if approved by medical staff. Document and order any dietary changes in the patient’s clinical record and update the bed card.
Commence diet and fluids as ordered (continue to monitor tolerance of diet).
Maintain hourly input and output, drain output and change the drainage bag at midnight.
Maintain four hourly vital signs and all observations required for Epidural/PCA.
Observe the wound dressing for ooze or blood loss four hourly.
Urine output is to be recorded hourly for 48 hours post operation.
Continue patient education and encourage deep breathing and leg exercises.
Encourage the patient to mobilise and sit out of bed. 
On Day 2 post operation the patient’s drains will be shortened and/or removed at the discretion of the medical officer. 

[bookmark: _Toc131168359]3.6 Discharge planning
Ensure the medical officer has completed discharge documentation in the patient’s clinical record.
Follow the Admission to Discharge – (adults and children) Procedure.
The CNC/team leader is to refer to the Discharge Liaison Nurse for wound care and/or staple removal at the daily multidisciplinary meeting.
Clarify with the medical team if this patient is to see the VMO in their private rooms.
Provide patient education regarding the VMO’s post-operative instructions as documented in the clinical notes – no strenuous activity for four to six weeks until reviewed.  Ensure adequate fluid intake i.e., two litres per day.

Back to Table of Contents 
	[bookmark: _Toc131168360]Section 4 – Pre- and Post-Operative Management of patients undergoing a Percutaneous Nephrolithotomy



Percutaneous Nephrolithotomy (PNL) is a procedure to remove stones from the kidney. PNL involves a percutaneous puncture into the target calyx, establishment of access, intraluminal lithotripsy and insertion of a nephrectomy tube and/or ureteric JJ stent. 

[bookmark: _Toc131168361]4.1 Preoperative Care: 
Attend to all documentation including the Pre-operative Checklist on the patient’s clinical record.
Reconfirm consent prior to surgery. 
Measure and fit knee length anti-embolic stockings and document on the Medication Chart.
Ensure the patient has an early morning shower and is dressed in a theatre gown. 
The patient’s usual medications are given as prescribed/ordered by medical officers.


[bookmark: _Toc131168362]4.2 Postoperative and ward management:
Receive handover from PACU staff and assess the patient as per the Post-Operative Handover and Observations – Adult Patients (First 24 Hours) Procedure (available on the Policy and Guidance Documents Register). 
Don PPE and perform hand hygiene using alcohol-based hand rub. 
The patient’s identification and allergy band should be checked against clinical notes/ stickers as per the Patient Identification and Procedure Matching Procedure (available on the Policy and Guidance Documents Register). 
The patient should be on bed rest for 4 hours.
The nephrostomy tube must be connected to a sterile closed drainage system and the drainage bag should be below kidney level at all times.
Measure urine output hourly and maintain the fluid balance chart.
Monitor urine for colour and presence of sediment. Notify the medical officer if urine flow is consistently heavily blood-stained (see Note below). 
The nephrostomy tube dressing site must be observed every hour for four hours, every four hours for the next 24 hours, then once per shift for bleeding and signs of infection (pain, leakage, redness, swelling or bleeding). 
Report any abnormalities to the medical officer.
Inspect the nephrostomy tube to ensure it is secure and no kinking has occurred.
The medical officer may request the nephrostomy tube be clamped for six to eight hours prior to removal. When the nephrostomy tube is clamped, observe the patient for pyrexia and flank pain, and contact the medical officer if this occurs.
Refer patient to community nurse if the patient is discharged home with nephrostomy tube. Provide patient education on nephrostomy care. 

Note:
It is normal for blood to be present in the urine immediately after nephrostomy insertion, but it should decrease within 48 hours.
For patients with nephrostomy drainage, if a flush is required, flush the tube very slowly. Do not apply force as over-distension of the renal pelvis could cause renal tissue damage.  A 3-way tap must be attached using aseptic technique.  
For patients with nephrostomy drainage, do not instil more than 10 mL of Sodium Chloride 0.9% at one time. Refer to the Drain Management Procedure (available on the Policy and Guidance Documents Register).

Back to Table of Contents
	[bookmark: _Toc131168363]Section 5 – Management of patients admitted with pre-existing Continent Urinary Reservoirs/Neobladder during routine hospital admissions



A continent urinary reservoir, also known as a neobladder, is a procedure in which a false bladder is created from a section of the patient’s bowel.  The neobladder is continent due to the positioning of the opening in the abdominal wall.  The patient may be required to self-catheterise several times each day in order to release the stored urine.  Continent urinary reservoirs/neobladders can also be known as a Studer, Kock’s, Indiana or Charleston Pouch.

Patients who are admitted to Canberra Hospital with a pre-existing continent urinary reservoir require individualised management of the reservoir for the duration of the inpatient admission.  

On admission of the patient, it will be necessary to:
· obtain a review by the Urology Registrar to initiate and formalise a treatment plan for the individual patient
· inform the Stoma Therapist of the patient’s admission.

Back to Table of Contents
	[bookmark: _Toc131168364]Evaluation 



Outcome
Patients requiring urology procedures are managed as per this procedure.

Measure
· Annual review of consumer feedback related to urological procedures.
· Annual review of clinical incidents related to urological procedures. 
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[bookmark: _Hlk127450914]Policies
Waste Management 
Informed Consent 
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	Term
	Definition

	CBI
	Continuous Bladder Irrigation

	Closed system
	A closed urinary drainage system consists of a catheter inserted into the urinary bladder and connected via tubing to a drainage bag. The catheter is retained in the bladder by an inflated balloon. 

	Fr
	French gauge

	IDC
	Indwelling catheter. Also known as indwelling urinary catheter or IUC.

	MSU
	Mid-stream urine

	PCA
	Patient Controlled Analgesia

	PPE
	Personal protective equipment
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Urology, catheter, urine, urinary reservoirs, neobladder, percutaneous nephrolithotomy, nephrectomy, indwelling, catheterisation, urinary drainage bag, ThuLEP, TURP, transurethral prostatectomy, bladder irrigation, IDC, BNI, Urolift.
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Attachment A: StatLock – Foley Stabilisation Device

Disclaimer: This document has been developed by Canberra Health Services specifically for its own use.  Use of this document and any reliance on the information contained therein by any third party is at his or her own risk and Canberra Health Services assumes no responsibility whatsoever.
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